Abstract: Epidermoid cysts of the finger phalanx are rare pseudotumors. They are benign lesions with a satisfactory outcome after excision. It is important to differentiate this benign lesion, which can be easily treated by curettage, from other benign and malignant lesions of the bone with a similar clinical presentation, and which may require amputation. We describe a case of an epidermoid cyst in the distal phalanx of the ring finger. It was treated successfully and the patient had excellent functional results at one-year follow-up.
Introduction
Intraosseous epidermoid cyst are squamous epithelial lined benign cysts within the bone, presenting clinically as radiolucent lytic bone lesions. Clinically, distinguishing them from neoplastic and inflammatory bone lesions can be challenging, and requires pathological evaluation for definitive diagnosis. Since a definitive diagnosis can only be made by histological evaluation, intraosseous epidermoid cyst tend to be misdiagnosed and underreported. It is regarded as a traumatic or an iatrogenic lesion and can be clinically and radiologically deceptive. 1 This paper presents a rare intraosseous tumour of the distal phalanx of the ring finger.
Case presentation
A 24-year-old Indian male farmer presented with a one-month history of painful swelling in the distal phalanx of his right ring finger. The patient had sustained an injury to his finger six months before after which the finger enlarged gradually and painlessly for the first few months. The past medical history was insignificant; there was no history of fever, night pain, or radiation exposure. The family, occupational, recreational, and drug histories were insignificant. The general physical and systemic examinations were within normal limits.
Clinical examination revealed a swollen distal phalanx of the right ring finger with bulging of the nail bed (Figure 1 ). Sensation and circulation were normal. Regional lymph nodes were not enlarged. Radiography showed a radiolucent lesion involving the distal phalanx that caused bone expansion and cortical thinning (Figure 2 ).
Needle biopsy of the lesion was performed and it showed polygonal squamous cells with keratinizing cellular debris, consistent with the diagnosis of an intraosseous epidermoid cyst. Initial differential diagnoses included osteomyelitis, enchondroma, gout, and aneursymal bone cyst. Intraoperatively, the bone cortex was as thin as an eggshell; when the lesion was incised, yellow-tan cheese like creamy material was released, and a thick layer of tissue was peeled from within the cavity of the lesion. Curettage of the lesion was performed. Histopatholgical examination revealed that the wall of the cyst was composed of squamous cells, and the cavity was full of keratinized lamellar material. Postoperative recovery was uneventful. Remoulding of the distal phalanx was progressive and at one-year follow-up, the patient had a normal looking finger and nail.
Discussion
Epidermoid bone cysts are rare and usually involve the skull and the phalanges. Harris initially documented intraosseous epidermoid cysts of the digits in 1930. 9 The lesion is most common in adults, especially manual workers; males are more frequently affected than females. Patients are most often in their fourth or fifth decade of life (range 8 to 83 years). The most common site for phalangeal involvement is the distal phalanx of the fingers. 2, 3 They are regarded as congenital, traumatic, or iatrogenic in origin. 1 The time from implantation to presentation of the cyst is not known as the 
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Intraosseous epidermoid cyst of the finger phalanx precipitating trauma is often minor. The pathogenesis of phalangeal intraosseous epidermoid cyst is not known. It has been proposed that it may result from implantation of epithelial cells into the subcutaneous tissues as a result of trauma. 3, 4 Surviving cells would subsequently proliferate and produce keratin. 6 It is thought that phalangeal intraosseous epidermoid cyst, occurring in the absence of trauma, may be due to the proliferation of intraosseous inclusions of epithelial elements during embryogenesis. 6 Clinically the lesions typically occur in the distal phalanx and present with variable degrees of pain, swelling, nail deformity, and sometimes erythema. The pain may be sudden onset if there is a pathological fracture, or more gradual. It is exacerbated by minor trauma and by pressure on the nail bed, and it is throbbing in nature. There may be a pathological fracture of the phalanx. The skin is often normal in appearance, though there may be scars from previous trauma. The nail is usually deformed with pseudoclubbing and loss of its normal smooth surface. The radiographic features are typically those of an expansile radiolucency, which may be elliptical in the longitudinal axis of the phalanx, without trabeculations. The cortex is usually thinned and may perforate the volar or dorsal aspect but there is no periosteal reaction unless the cyst becomes infected or there are attempts of healing of microfractures.
The lesion has sclerotic margins and adjacent soft tissue swelling. Histologically, intraosseous epidermoid cysts have a stratified squamous epithelial capsule surrounding centrally deposited keratin. Diagnosing epidermoid bone cysts can be a clinical and radiological challenge. Differential diagnoses include chronic infection or a chondroma, intraosseous ganglion, bone cyst, giant cell tumor, even a metastatic lesion. 3, 7 The most effective treatment of phalangeal intraosseous epidermoid cyst is surgical excision, with curettage of the phalanx. 8 Bone grafting may be necessary for large defects. If the cyst is completely removed, the recurrence rate is low. Histopatholgical evaluations are necessary for the correct diagnosis; a needle aspiration may be sufficient for making a correct preoperative diagnosis if enough keratin or sebaceous material is obtained.
